Dispensary, stating she was afraid she was suffering from an abdominal tumour which had been steadily increasing in dimensions during the past few weeks. I suggested pregnancy, but she denied the possibility of this, having experienced none of those symptoms which had accompanied all her previous pregnancies (morning sickness, foetal movements usually felt about the seventeenth week, etc.), and gave me the following brief history:?Has had six children. At her last confinement, which occurred in March 1868, was attended by a midwife, when she had two severe lloodings. Was last unwell towards the end of April (1876). I thought, before proceeding to make a thorough examination, we might see what information could be gained from the use of the stethoscope. Accordingly, having applied it to the abdomen, between the umbilicus and the right anterior superior spine of the ilium, I heard a loud blowing bruit, which, however, was not confined to this spot, but was audible all over the abdomen. On the patient assuming the prone posture, this sound was not in the slightest degree diminished.
With regard to the uterine souffle I may mention here in parenthesis, that on glancing over one of the French medical journals recently,1 I observed that at a meeting of the Academie de Medecine, held on the 6th of last June (1876), M. Bouillaud still adhered to the abdominal theory regarding the cause of the souffle, promulgated by him in the year 1835/ viz., that it is due to pressure of the gravid uterus on the large arterial vessels situated posteriorly (aorta and iliac arteries). The younger Glenard of Lyons, on the other hand, advocated the theorie epigastrique (that it is caused by pressure on the epigastric artery). At a meeting of this scientific society, held on the 27th of the same month, M. Depaul replied to the above statements, mentioning that the theory of Glenard is by no means a new one, as it exists in a work published by Kiwiscli in 1849. However, in a communication addressed to Depaul, Glenard states that he believes the true seat of the souffle to be in a neighbouring artery of the epigastric, an anastomosing branch between the internal iliac and the ovarian, which he proposes to call the puerperal artery.
Let us consider for a moment the arterial circulation here. The epigastric artery, a small branch of the external iliac given off a few lines above Poupart's ligament, ascends upwards and inwards between the peritoneum and the transversalis fascia, enters the sheath of the rectus abdominis, supplies that muscle, and anastomoses with the superior branch of the internal mammary and inferior intercostal arteries. The ovarian, tiny vessels arising from the anterior part of the aorta, a little below the renal arteries, are distributed to the ovaries and uterus. Would pressure on those vessels account for the uterine souffle ? It seems to us that no comments are required on this untenable theory. Depaul, although not denying the possibility of a bruit in the epigastric artery, argues that it cannot be compared to the bruit de souffle, which is due to the arteries ramifying in the walls of the uterus, so much developed during pregnancy. Here are his own words :?" Ni par la theorie du souffle epigastrique, ni par celle de M. Bouillaud qui le place dans les grosses arteres iliaques, on ne peut expliquer comment ce bruit peut etre entendu des la fin du 3e mois de la grossesse alors que l'uterus n'a pas encore depasse le detroit superieur et ne peut, par consequent, comprimer ni l'artbre Epigastrique, ni l'iliaque interne. Du reste, ce bruit de souffle ne s'entend pas seulement cliez les femmes enceintes, inais plusieurs heures et meme plusieurs jours apres l'accouchement." llapin of Lausanne also supports the uterine theory. This is the explanation generally accepted, and hence we name it the uterine, souffle.
To continue my case. Having heard what is only a symptom, I resolved to search for the only true sign of pregnancy, the foetal heart. On planting the stethoscope in the mesial line of the abdomen, about an inch below the umbilicus, and using some pressure, a pulsation was heard loud and distinct, beating at 130 per minute, while the patient's pulse was under 90. I also thought I detected movements of the foetus. One of my pupils also made an auscultatory examination and corroborated me, so we were able, much to her relief, to assure her that the tumour was that of pregnancy. This turned out to be about the fifth and a half month of utero-gestation. Now, we know that the foetal heart is audible at a considerably earlier period than this,1 and I feel confident that, had we had the opportunity of making an examination, it would have proved so in this case, judging from the character of the pulsations (loud, distinct, and readily detected).
She asked me to attend her at her confinement, which I consented to do, thinking it might turn out to be a case of some On the 30th of last January, at 1 a.m., I received a message to see her, and on examination found the os uteri about the size of half a crown.
She had been in labour some hours, but the pains were not strong. At 2 a.m., finding that but little progress had been made, and as she felt inclined to sleep, I left her.
On returning at 9"30 a.m. the os was fully dilated, but the head high up in the pelvis. She complained of being much exhausted, and although the pains were pretty frequent, they were short and unsatisfactory; and at 10.30, finding no advance of the head, I resolved to apply the long forceps. The bowels and bladder having been shortly before relieved, and the position of the head (a first) ascertained, with the assistance of a neighbour who acted as nurse, I placed the patient in the usual position, on her left side, administered chloroform (with considerable reluctance on my part, and only at her urgent request), and proceeded to apply the instruments. It is recommended in textbooks to introduce two or three fingers of one hand, but in this case it was simply impossible from the extreme rigidity of the parts; so, trusting mainly to the forefinger of my left hand as a guide, I introduced the lower blade in a direction corresponding to the left oblique diameter of the pelvis, taking care to keep it close to the child's head. Then feeling with my right forefinger, holding the upper blade in my left hand, I introduced it in front of the lower one, and raising it slowly and gently, it glided over the right side of the head, when the blades readily locked. The forceps were thus fixed in a direction corresponding to the left sacro-iliac synchondrosis and the right foramen ovale. I much felt the want of skilled assistance.
Considerable traction in the axes of the passages was required, and when the head was born the umbilical cord was found to be tightly bound round the neck. This was at once freed, but remembering the old rule, not to cause a sudden evacuation of the uterus, more especially if from the previous history of the case we have reason to apprehend flooding, I merely placed my hand on the fundus uteri, and, exerting a moderate amount of pressure, followed the descent of the child till it was born a few minutes later. It was a male, apparently of average weight.1 When the patient came out of the chloroform (which she did almost immediately after the birth) and was told that her child was alive and well, she calmly informed me that she was going to flood. The uterus was contracting fairly under friction ; but thinking the application of cold might hasten the process, I went to the window-sill and taking a handful of snow, added it to a basin half filled with cold water, and, dipping my hands for a few seconds in this freezing mixture, applied one over the uterus externally, and with the other introduced internally, removed a few small clots. The patient gave a gasp. The uterus soon contracted and felt hard and firm under the hand, like a cricket-ball. She made a rapid and excellent recovery.
